Chronic pelvic infection: This group of patients usually present with a history of longstanding lower abdominal pain, backache, menstrual irregularity and infertility. There will have been frequent attacks of febrile illness in the past that may have been treated by local 'practitioners' by any means from abdominal scarification and injection to the introduction of leaves and herbs into the vagina. Often infertility finally brings the patient to seek expert advice and it is this aspect of the disease which is the least hopeful.
A low-grade pyrexia may be present, most often not. Occasionally a discrete adnexal mass may be recognized; frequently a bilateral thickening, compounded of fallopian tube, ovary, bowel and omentum, may be felt through an indurated parametrium; a fixed cervix with a chronic infection will often complete the picture.
Attempts must be made to improve the wellbeing of the patient; malnutrition, anemia and intestinal infestation should be corrected. A combination of antibiotics and pelvic shortwave diathermy will give relief in many cases and attention to a chronic cervicitis by cautery or cone -excision will occasionally surprise by a marked alleviation of symptoms. Advice to the patient and treatment of a sexual partner will reduce the opportunity for reinfection.
Infertility has already been referred to as a ,major worry for the patient but very little can be done for it. Even investigation by insufflation or salpingography is fraught with danger and, if attempted, must be followed carefully for 24 hours. Tubal implantation may be successful where tubal block is confined to the uterine cornu but this is the exception in the type of chronic infection under discussion: we have had very little success in these cases by any form of tuboplasty. Preston (1962, personal communication) has reported isolated cases of success from the implantation of an ovary into the uterus; we have tried this and also a free ovarian graft but no pregnancy has resulted. If surgery proves necessary for intractable pain, it is possible to excise a single badly diseased appendage and, if the remaining fallopian tube is divided by the Falk procedure, a satisfactory conservation may be achieved.
The possibility of pelvic tuberculosis must be considered in both low-grade pelvic inflammatory disease and also in the massive pyosalpinx. This may be suggested by a history of pulmonary tuberculosis or by the histological examination of uterine curettings but must usually be confirmed by animal inoculation or culture; it has not proved to be very common in the present series.
IPrevention
Better midwifery services and easier access to good medical facilities will reduce the incidence of dis-abling disease, but ultimately a reduction in the amount of pelvic inflammatory disease will wait on education of the population and reduction in promiscuity. In many cases breakdown of the tribal mores associated with an increased urban migration has destroyed a pattern of living and has supplied little to replace it.
Professor J B Lawson (Department ofObstetrics & Gynacology, University ofIbadan, Nigeria)

Birth-canal Injuries
Injuries Caused by Indigenous Traditional Procedures
Gynecological procedures of traditional origin are responsible for severe stenosis of the lower genital tract in some tropical countries. Female circumcision may be followed by vulval stenosis whose severity depends on how much of the vulva is removed. This may be limited to trimming of the labia minora and tip of the clitoris, as done for instance by the Yoruba of Western Nigeria, which appears to do very little harm apart from very occasional himorrhagic and septic complications. The more extensive procedure performed by the Ibo of Eastern Nigeria occasionally damages the urethra and may sometimes be followed by scarring sufficient to stenose the vulval ring.
The more radical circumcision of Egypt and the Sudan has more serious after-effects because it includes infibulation (Hathout 1963 , Lynch et al. 1963 , Mustafa 1966 . This is a deliberate attempt to make the raw surfaces of the vulval wound adhere across the midline, which results in obliteration of the anterior part of the vulval cleft and may sometimes almost completely close it. Dyspareunia, interference with the urinary stream and dystocia may result: in labour, an 'anterior episiotomy' has to be performed, which the parturient usually insists on having repaired.
The tradition of female circumcision is dying out and has been illegal for some years in Egypt and the Sudan, but is still widely practised elsewhere in Africa. Insertion of caustics into the vagina is a common method of treatment of a variety of gynxcological conditions. In Western Nigeria, although the herbal contents may be harmless, the basea crude soap made by mixing palm oil with potashis highly alkaline and causes severe chemical Section ofObstetrics and Gynwcology vaginitis. This also follows the insertion of rock salt in the puerperium which is practised in Arabia to shrink down the lower genital tract to its nulliparous state and thus increase the sexual gratification of the husband (Frith 1960) . Necrosis and sloughing of the vaginal wall follows prolonged contact with the caustic; circumferential contracture of the annular scar which results from spontaneous healing may cause severe stenosis of the vagina and thus severe dyspareunia; if the canal is totally occluded, the menses will accumulate above the block. Subsequent plastic reconstruction of the vagina is made difficult by the density of the scar tissue. A modification of Mclndoe's operation has been developed by M N Tempest and myself in Ibadan, which is done in two stages. The vaginal cavity is first re-opened widely, excising all scar tissue and, as this is followed by a continuous ooze, the cavity is packed with gauze soaked in Whitehead's varnish. Three or four days later this is removed, revealing clean granulating raw surfaces which are ready for grafting. A mould of appropriate size is fashioned of Stent's composition over a Hegar's dilator (which leaves a central canal through which the menstruum can escape) and the mould is covered before insertion with a Thiersch graft taken from the thigh. A high perineorrhaphy is then built up to prevent the mould from being extruded: it should remain in position for six months, until most of the danger of contracture has passed. Sexual intercourse is resumed as soon as the mould is removed or glass dilators are passed daily by the patient to keep the vagina open.
Injuries Resultingfrom Difficult Labour
Vesicovaginal fistulae are commonly caused by necrosis of the structures compressed between the foetal head and the maternal pelvis in prolonged obstructed labour: this is followed by the separation of sloughs which may include the posterior wall of the bladder and urethra. Vesicovaginal fistulk may also follow obstructed labour if the bladder is torn when the near-by lower uterine segment ruptures: lacerations of the bladder may also be made during vaginal operations to relieve obstructed labour. The high incidence of contracted pelvis in many tropical areas where maternity services are inadequate makes vesicovaginal fistulk of obstetric origin a major gynaecological problem.
Vesicovaginal fistulk may be classified anatomically into juxta-urethral, mid-vaginal, juxtacervical and massive (which is a combination of all three). Juxta-urethral fistule are particularly difficult to repair because of fixity to the neighbouring pubic rami and successful closure may not be followed by urethral continence if tissue loss has been extensive. Juxta-cervical fistule and vault fistulae after hysterectomy may be inaccessible per vaginam if they are fixed high in the pelvis, and the lower ends of the ureters are endangered during repair. Massive fistule combine the problems of juxta-urethral and juxtacervical fistule and repair is also made more difficult by inversion of the bladder wall through the fistula and by the size of the defect.
Three hundred and thirty-five consecutive cases of vesicovaginal fistula personally treated in Ibadan between 1953 and 1967 have been analysed. Three hundred and twenty-five resulted from difficult labour and only 6 from gynecological operations: this is probably the reverse of the ratio in Europe and America nowadays.
Analysis of complicating factors impairing the prospects for successful repair in this series showed that previous attempts at repair had been made by other surgeons in 82 cases, concurrent rectal defects were present in 64, extreme vaginal stenosis due to scarring was present in 35 and there were multiple fistulk in 14 cases.
It is essential to allow at least three months to elapse after the causative labour before a fistula is repaired, in order to gain the maximum benefit from spontaneous healing-in of the defect and to allow all inflammatory reaction to subside. In repairing vesicovaginal fistulk, I prefer the vaginal route whenever possible, the usual procedure being repair in layers after dissection and mobilization, unless the defect is very small in which case saucerization may be practicable. The knee-elbow position gives the best access to most fistulae, except those high in the vaginal vault, and reduces inversion of the bladder. If the cervix can be drawn down, high fistule are repaired per vaginam in the lithotomy position: this was practicable in 50 of the 78 juxta-cervical and vault fistulae; the other 28 were inaccessible from below and were repaired per abdomen, 21 by the intravesical route and 7 transperitoneally.
The results of treatment are assessed by the proportion successfully closed at the first attempt: Table 1 shows that the best results were obtained in juxta-cervical fistule. In the event of breakdown, at least two months must be allowed to elapse before a further attempt is made: success becomes progressively less likely with each repetition of the repair because the fibrosis which is provoked impairs the blood supply further. Occasionally, diversion of the urine into the bowel is necessary, which should be regarded as a confession of failure: nowadays I only do this when the whole of the urethra as well as the bladder base has sloughed or when total urethral incontinence has followed successful closure of a fistula involving the bladderneck. Two out of the 5 deaths in this series followed transplantation of the ureters into the rectum; 2 others resulted from involvement of the ureters in the repair of high fistulke and one was due to an anesthetic accident.
Successful repair depends on experience and the versatility that this brings and on expert nursing to ensure continuous catheter drainage during the post-operative period. It was therefore hoped that analysis of my results would show a substantial improvement in recent years. However, it was found that whereas 69 % were closed at the first attempt in the period 1953-7, this increased only to 770% in the period 1962-7:
further investigation showed that an increase in cases referred because of their difficulty had resulted in a rise in the proportion of patients who had had previous attempts at repair, from 11 % in the first four years to 31 % in the last five years. At the same time, the proportion of patients treated by transplantation of the ureters was reduced from 15%to4%. Injuries of the rectum may result from pressurenecrosis of the posterior vaginal wall and neighbouring rectum during obstructed labour in the same way as the bladder injuries already described. Third-degree tears may be sustained during delivery but third-degree tissue loss after an obstructed labour may be due to sloughing as often as to laceration, with consequently greater tissue loss. Obstetric injuries of the rectum confined to the lower half of the vagina, which may be either short third-degree defects or low rectovaginal fistule (usually due to breakdown of the upper end of the repair of a third-degree tear) seldom result in fxcal incontinence as they lie below the puborectalis sling. They are not as a rule difficult to repair; in this and in their symptomatology they are very different from injuries involving the upper half of the vagina. These may be either rectovaginal fistule high in the posterior fornix or third-degree defects involving the whole of the posterior vaginal wall up to the cervix: in either case they produce total incontinence of faces.
Sixty-six consecutive patients with concurrent injuries of the rectum and bladder personally treated between 1953 and 1967 have been analysed. In 29, stenosis of the vagina by scarring was extreme and in 19 cases previous attempts had been made by other surgeons to repair the rectum. The 13 cases with rectal defects involving only the lower half of the vagina did not offer much difficulty; they were all closed at the first attempt and will not be discussed further. Defects involving the upper half of the vagina pose much greater problems, particularly the high rectovaginal fistule, of which there were 47. Repair in layers by the vaginal route is preferrJI and, of 42 rectal defects involving the upper half of the vagina treated by this method, 37 were successfully closed at the first attempt (see Table  2 ). The procedure usually included deliberate entry into the pouch of Douglas to bring down the rectum and thus avoid tension on the transverse suture line.
Eleven of the high rectovaginal fistulk could not be approached per vaginam because they were fixed high in the pelvis by fibrosis and were therefore repaired by the abdominal route. In 6 of these, the cervix was so fixed in scar tissue that repair was necessary by a technique involving preliminary subtotal hysterectomy which has been described elsewhere (Lawson 1967) . Eight of these 11 very difficult high fistule repaired by the abdominal route were successfully closed at the first attempt.
It is my practice to make a preliminary colostomy when the fistula is to be repaired per abdomen and also when rectovaginal fistule treated by the vaginal route are very large or are complicated by stenosis of the rectum. In treating concurrent bladder defects, it is usually unwise to close both bladder and rectal defects at the same operation, because so much tissue will have to be borrowed that the anterior repair site will be under tension and the vesicovaginal fistula is therefore unlikely to remain closed. Repair of the bladder first is preferred, repair of the rectum being deferred until the vesicovaginal fistula has been successfully closed: in the reverse order, closure of the rectal defect first is likely to narrow the vagina and thus impair access to the vesicovaginal fistula.
